
 
 

  
 

 
 

            BOBBY JINDAL 
             GOVERNOR       State of Louisiana                          ROBERT J. BARHAM 

           SECRETARY 
          DEPARTMENT OF WILDLIFE AND FISHERIES 

                   OFFICE OF SECRETARY 
 

                              Sports License                     

   
 

P.O. BOX 98000 • BATON ROUGE, LOUISIANA  70898-9000 • PHONE (225) 765-2887 
AN EQUAL OPPORTUNITY EMPLOYER 

 

                                      

APPLICATION FOR DEVELOPMENTALLY DISABLED FISHING AND/OR HUNTING LICENSE 

LICENSE TYPE:        _____FISHING _____HUNTING 

NAME____________________________________________________________________________________ 

 

MAILING ADDRESS_________________________________________________________________________ 

 

CITY___________________________________________STATE__________ZIP CODE __________________ 

 

TELEPHONE NUMBER(______)____________________DATE OF BIRTH______________________________ 

 

DRIVER’S LICENSE # ___________________________SOCIAL SECURITY #__________________________ 
(A copy of your current Louisiana Driver’s License or valid Louisiana Identification card must accompany  
this application). 
 
HUNTER CERTIFICATION # __________________________________________ 

                      (required for hunting license if born 9-1-69 or later) 

 
SIGNATURE OF APPLICANT:__________________________________________________________________ 
(I hereby certify that I have resided in Louisiana for the immediate prior 12 months and that I meet all other residency 
requirements outlined in R.S. 56.8. Proof may be in the form of driver’s license of guardian or caregiver, voter’s registration card, 
vehicle registration, certification by guardian or care giver, etc.) 
 

**************************************** 
I hereby certify that I have personally examined the individual named above and certify that he/she is developmentally disabled 
as defined in R.S. 28:751 (see reverse side). Developmentally Disabled may include, but is not limited to mental retardation, 
cerebral palsy, down syndrome, spina bifida, and multiple sclerosis. 
 
 
Physician’s Name_____________________________________   Telephone #_(_____)____________________ 
                                (please type or print) 
 

Physician’s Signature __________________________________   Date _________________________________ 

 

Physician’s Number _______________ 
 
 


